Introduction
Splenic abscess is a rare condition that could be seen in both immunocompetent and immunosuppressed patients with different etiologies [1, 2] . The most common route of splenic infection is hematogenous spreading from an infective focus elsewhere in the body. Infective endocarditis, Typhoid fever, Paratyphoid, Malaria, Urinary tract infection and Pelvic infection are some of the common sources of bacteremia and splenic abscess formation [3] . Splenic abscess secondary to blunt trauma is a very rare condition that could mimic other diseases and late diagnosis causes high mortality rate [1, 3] . Herein, we present a young female patient with vague abdominal pain and weight loss since two months ago prior to admission, however, the abdominal CT scan and ultrasound findings had not detected the splenic subcapsular hemorrhage and abscess formation. Inability to make a definitive diagnosis made the patient to undergo surgery two times and being hospitalized for a long time.
II.

Case Presentation
A 24 -year-old woman with history of weight loss and abdominal pain since 2 months prior to admission was referred to Gastroenterology ward. In her past medical history, nine weeks prior to admission she had car accident with blunt trauma to her abdominal left upper quadrant without any other sign or symptoms. In physical examination, tenderness in upper left quadrant of abdomen was tangible. She underwent upper gastrointestinal (GI) tract endoscopy and no significant findings were reported. In ultrasound examination aggregation of omentum in the left upper quadrant of abdomen was evident with venous congestion and also colonic inflammation. Ultrasound findings were suggestive of colitis or diverticulitis (fig-1 ).Spiral abdominopelvic computed tomography (CT) scan showed mass-like lesion with diameters of 43x56mm adjacent to the splenic vein with ill-defined borders and unclear margins that seems located in the retroperitoneum near the upper posterior part of pancreas body. Dilated veins in the left abdomen was in favour of spleno-systemic shunt. Cystic area in the left abdomen and posterior of gastric body was reported. Inflammation was evident around the mass and it seems the lesion has caused splenic vein thrombosis with shunt ( fig-2A& 2B) .The clinical differential diagnosis was GI perforation, neoplastic mass, pancreatic pseudocyst with venous thrombosis or chronic inflammation. However, the pancreas, spleen and kidneys were reported normal in ultrasound examination. She underwent laparoscopic exploration, but due to severe inflammation and adhesion-bands, only few biopsies from omentum and surrounding pancreas were taken. Histopathological findings of tissue biopsies revealed fibrofatty connective tissues with infiltration of inflammatory cells mostly neutrophils and lymphoplasma cells without any malignant cells. She was given intravenous antibiotics. Second ultrasound and radiographic findings after the first laparoscopy revealed moderate pleural effusion in the left side and small amount of pleural effusion in the right side. Passive atelectasis in the lower lobe of left lung with irregular mild enlargement of the head and body of pancreas were also seen which was suggestive of pancreatitis. However, in lab tests Amylase was not increased (table1).Oval shaped, mixed density collection in the lateral aspect of spleen was reported which caused anterior and medial displacement of spleen that could be related to pancreatic One week later patient's condition was worsening. Repeat ultrasound revealed distention of abdomen with abundant gas inside of it. The Spleen size was 130X65X50 mm which was within upper limit of normal. One anechoic lesion 15x9 mm was seen adjacent to the inferior pole of spleen and also in right subdiaphragmatic area. The Radiologist suggestion was hematoma due to the biopsy or collection of fluid. She underwent laparotomy and in surgical exploration there was an abscess in the sub-diaphragmatic area and spleen was inside the abscess, so splenectomy was done. Histopathological finding was subcapsularhaemorrhage with necrosis and severe infiltration of inflammatory cells mostly neutrophils and lymphoplasma cells (abscess formation) (fig-3) . In differential diagnosis pancreatic pseudocyst, splenic vein thrombosis, GI tract perforation, adenopathy, chronic inflammatory lesion, diverculitis and malignant lymphoma were considered. After splenectomy, patient had given intravenous broad-spectrum antibiotics for two weeks.Patient was discharged from hospital with good general condition.
III. Discussion
Splenic abscess formation is a rare condition that has been reported 0.05-0.7% in different population [1] . Many aetiologies were considered for splenic abscess formation such as haematogenous spreading from other infected areas in the body (pelvis, lungs, urinary tract, even mastoid and ears, also pancreatic and retroperitoneal abscess, diverticulitis and etc.) [3, 4] . Patients with history of infective endocarditis, intravenous (IV) drug abusers and immunosuppressed patients are also susceptible to splenic abscess formation. Splenic blunt trauma as a predisposing factor for splenic abscess has been also reported [4, 5] . Our patient had not had any history of infectious source in her past medical history except blunt trauma to her left upper quadrant without clinically presenting at admission. The most clinical presentation of patients with splenic abscess is a classical triad of fever, left upper quadrant pain and splenomegaly [6] . Kumar et al reported a case of splenic abscess in a healthy boy after abdominal blunt trauma who presented with fever and ultrasound detected the splenic abscess, however our patient had not had fever and ultrasound findings were not suggestive of splenic abscess [7] . Also, in our patient in the first and second ultrasound examination no increasing in size of spleen was detected. For making the correct diagnosis of splenic abscess taking a good history and performing physical examination are necessary but not sufficient and reliable, however they certainly help for differential diagnosis. Elevated left hemi-diaphragm, pleural effusion and abnormal chest radiographs were reported in literature, but in our patient in the first chest X-ray no pleural effusion or elevation of diaphragm were reported [6, 8] . Plain Abdominal X-ray could demonstrate gas collection in the left upper quadrant, as in our patient this finding was reported after first laparoscopy. Ultrasound findings are non-specific and not reliable and they're operator-dependent [6] .CT scan could help in making the correct diagnosis of splenic abscess and nowadays is a standard choice for detection of splenic abscess, but in our patient it couldn't help us for definitive diagnosis and to avoid laparotomy [4, 5] . The size and topography of abscess and primary disorder as well as patient's condition could affect the treatment plan. Percutaneous drainage has been suggested as the first line of treatment to avoid splenectomy [6] . Although multilocular abscesses, necrotic debris and illdefined cavities seems to be not responsive to percutaneous drainage and surgery intervention is necessary [6] [7] [8] [9] [10] .In our patient ambiguity in the accurate detection of splenic abscess leads to early surgery intervention. Open splenectomy is a standard choice of treatment of splenic abscess with a mortality rate of 0-17%, but laparoscopic splenectomy is also a safe method in selected patients [5, 6] . After splenectomy, treatment by broad-spectrum antibiotics is effective for full recovery from the disease [6, 8] . 
